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Co-Utilization of HIV, Substance Use,
Mental Health Services Among Women
With Current Substance Use:
Opportunities for Integrated Care?

Ayako W. Fujita'”] Aditi Ramakrishnan'?, C. Christina Mehta',

Oyindamola B. Yusuf', Azure B. Thompson3, Steven Shoptaw*,

Adam W. Carrico®, Adaora A. Adimora$, Ellen Eaton’, Mardge H. Cohen?,
Jennifer P. Jain®, Adebola Adedimeji'®, Michael Plankey'', Deborah L. Jones'?,
Aruna Chandran'3, Jonathan A. Colasanti'''4, and Anandi N. Sheth'

Abstract

Background: The syndemic of HIV, substance use (SU), and mental illness has serious implications for HIV disease
progression among women. We described co-utilization of HIV care, SU treatment, and mental health treatment among
women with or at risk for HIV. Methods: We included data from women with or at risk for HIV (n=2559) enrolled
in all 10 sites of the Women’s Interagency HIV Study (WIHS) from 2013 to 2020. Current SU was defined as self-
reported, non-medical use of drugs in the past year, excluding use of only marijuana. Tobacco and alcohol were assessed
separately. We described co-utilization of SU treatment, tobacco and alcohol use treatment, HIV care, and mental
health care in the past year among women who were eligible for each service. We compared service utilization by those
who did/did not utilize SU treatment using Wald Chi-square tests. Results: Among women with current SU (n=358),
42% reported utilizing SU treatment. Among those with current SU+HIV (n=224), 84% saw their HIV provider, and
34% saw a mental health provider. Among women with current SU+heavy alcohol use (n=95), 18% utilized alcohol
use treatment; among current SU+tobacco use (n=276), 8% utilized tobacco use treatment. Women who utilized SU
treatment had higher utilization of alcohol use treatment (59% vs. 5%; P<<.001) and tobacco use treatment (12% vs.
5%; P=.028). HIV care engagement was high regardless of SU treatment. Conclusions: We found high engagement
in SU and HIV care, but low engagement in alcohol and tobacco use treatment. Integrated SU treatment services for
women, including tobacco/alcohol treatment and harm reduction, are needed to optimize treatment engagement and
HIV care continuum outcomes.
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sexually transmitted infections.*® Despite evidence-based
treatments for substance use disorders,”® there is an imple-
mentation gap in substance use (SU) treatment uptake.’
Although reasons for this are not well understood, women

Introduction

Substance use disorder is common among women with HIV!
and associated with adverse health outcomes. People living

with HIV who use substances have faster progression of
their HIV, lower adherence to antiretrovirals,” and reduced
viral suppression.® In the US, 1 in 3 women with HIV are
diagnosed with substance use disorders, and women who
inject drugs are more vulnerable than men to drug-related
harms, such as acquisition of HIV, bacterial infections, and

face unique barriers to accessing SU treatment, including
intersectional stigma and discrimination, fear of intimate
partner violence if treatment is sought, childcare responsi-
bilities, and fear of loss of custody.!*!3 Together, these may
contribute to gender disparities in seeking, accessing, and
remaining engaged in SU care or harm reduction services.

@ @@ Creative Commons Non Commercial CC BY-NC: This article is distributed under the terms of the Creative Commons
Attribution-NonCommercial 4.0 License (https://creativecommons.org/licenses/by-nc/4.0/) which permits non-commercial use,
reproduction and distribution of the work without further permission provided the original work is attributed as specified on the SAGE and Open

Access pages (https://us.sagepub.com/en-us/nam/open-access-at-sage).


https://us.sagepub.com/en-us/journals-permissions
https://journals.sagepub.com/home/jpc

Journal of Primary Care & Community Health

Integrated care delivery is a way to potentially improve
treatment access and utilization by linking SU care to other
services that women trust and may be a strategy to improve
both HIV and SU outcomes for women. Several models of
integrated care delivery have been demonstrated in HIV and
SU care settings, such as co-location of services,'* low-bar-
rier or “bridge” clinics,'>!'® mobile health services,'” and
integration with harm reduction services.'® Low barrier
HIV care models (eg Seattle’s Max Clinic, San Francisco’s
POP-UP clinic) have been implemented and studied for
individuals with housing instability, substance use disor-
ders, or other barriers to care, and have been shown to
improve rates of viral suppression.'*!® Offering HIV treat-
ment via telehealth at a syringe services program for people
who inject drugs also found high rates of viral suppres-
sion.!® Studies of mobile health units to deliver integrated
HIV and opioid use disorder care are underway,'® however
outcomes data are currently limited. Integrated HIV/sub-
stance use care for women is less well-described, but
addressing co-occurring problems could reduce barriers to
accessing care, mitigate drug-related harms, and improve
health outcomes among women with HIV and SU.!4202!

Contemporary data on healthcare utilization among
women with HIV and SU are needed to inform implemen-
tation strategies and optimal models of integrated care. We
previously found that women enrolled in the Women’s
Interagency HIV Study (WIHS) with current SU had
higher-than-expected utilization of SU treatment, although
this finding was predominantly driven by high rates of
methadone treatment.?? Building upon those findings, to
better understand patterns of healthcare engagement
among women with substance use, we described co-utili-
zation of HIV, SU (including drugs, alcohol, tobacco),
harm reduction, and mental health services among women
with and without HIV who reported current SU.

Methods

Study Population

The WIHS is a large, prospective cohort study that began in
1993 and includes cisgender women either living with HIV
or at risk for HIV>?* from 10 sites across the US (Figure
S1). Additional eligibility criteria and recruitment methods
are in Supplemental Materials and have been published pre-
viously.?>? Participants completed follow-up visits every
6 months, during which medical histories were obtained by
interviewers and questionnaires, and comprehensive physi-
cal examinations were completed.

We included data from participants enrolled at all 10
WIHS sites who reported current SU at the time of last
study visit occurring between October 2013 and March
2020. The WIHS protocol was approved by each site’s
Institutional Review Board, and all participants provided
written informed consent.

Definitions

Current SU was defined as self-reported, non-medical drug
use (crack/cocaine, methamphetamines, other amphet-
amines, opioids, tranquilizers, and other drugs) in the past
year. The study questionnaires only assessed SU, not sub-
stance use disorders. Although alcohol, tobacco, and mari-
juana are also substances, we analyzed these separately for
this study. Heavy alcohol use for women was defined as >7
drinks/week, based on National Institute on Alcohol Abuse
and Alcoholism definitions. HIV serostatus was determined
atthe last observed study visit. The Center for Epidemiologic
Studies-Depression (CES-D) score of =162¢ was used to
define the presence of depressive symptoms; the CES-D
is a validated instrument and self-reported depression scale
to identify individuals at risk for depression. History of
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hepatitis C virus (HCV) assessed prior exposure to HCV,
defined as a positive HCV antibody and/or RNA. History of
STI included gonorrhea, chlamydia, or syphilis acquired or
treated in the past six months.

Substance use treatment utilization was defined in the
study questionnaires as self-reported use of any drug treat-
ment in the past year, including inpatient or outpatient
detoxification programs, halfway houses, prison/jail-based
programs, Narcotics Anonymous, and medications for opioid
use disorder (methadone, buprenorphine/naloxone). Alcohol
use treatment included inpatient and outpatient detoxification
programs, Alcoholics Anonymous, halfway houses, and
other treatments. The WIHS questionnaires did not assess
medications for alcohol use disorders. Tobacco use treatment
included nicotine replacement, other smoking medications
(varenicline, bupropion), E-cigarettes, and other treatments.
HIV care engagement was care in the last 6 months. Mental
health care engagement was seeing a psychiatrist or coun-
selor since last study visit (typically 6 months). Regarding
harm reduction services, we assessed use of needle exchange
services among women who inject drugs or history of receiv-
ing naloxone for accidental overdose. Other harm reduction
services were not assessed in questionnaires.

Statistical Analysis

We described participant characteristics by HIV status using
counts (percentage) and medians (quartile 1-quartile 3) for
categorical and continuous characteristics, respectively. We
assessed association between participant characteristics and
HIV status using Wald Chi-square or Wilcoxon rank sum
test, as appropriate. Among participants with current SU
and who were eligible for each healthcare service, we
described utilization of each service. We used latent classes
(count, percentage) to assess the frequency of co-utilization
of HIV care, mental health care, alcohol, and tobacco treat-
ment services by HIV and SU. We also described SU treat-
ment utilization by substance type (stimulants, opioids). We
compared utilization of other services by those who did or
did not utilize SU treatment using Wald Chi-square tests.
Statistical significance was defined as P values <.05. We
used SAS (v 9.4) for our analyses.

Results

Participant Characteristics

Our study included 358 women who self-reported current
SU (62.6% women with HIV, 37.4% women without HIV).
Median age was 54 years (IQR 48-59), and 68.2% self-iden-
tified as non-Hispanic Black. Of these, 269 (75.1%) reported
past-year stimulant use (crack/cocaine, methamphetamines,

or other amphetamines), and 141 (39.4%) reported past-year
opioid use (heroin, prescription narcotic misuse, other opi-
oids). Among all participants, 95 (27.0%) reported heavy
alcohol use, 276 (77.1%) current tobacco use, and 189
(52.8%) current marijuana use. Other notable characteristics
included 161 (46.1%) who reported depressive symptoms,
187 (52.2%) history of physical abuse, and 132 (36.9%)
sexual abuse (Table 1).

Among women with current SU, 136 (38.0%) had his-
tory of HCV exposure (40.2% women with HIV, 34.3%
women without HIV), and 5 (1.4%) reported history of at
least one STI in the past six months (1.4% women with
HIV, 1.5% women without HIV). When restricted to women
with current injection drug use, prevalence of HCV expo-
sure was 54.8%.

Substance Use, Mental Health, and HIV Care
Utilization

Among women with current SU, 41.9% (n=150) utilized SU
treatment in the past year. Utilization of SU treatment was
28.3% among those with stimulant use (n=269) and 77.3%
among those with opioid use (n=141). Additional details on
SU treatment by substance type were previously published.”
Of those with concurrent heavy alcohol use (n=95), 17
(17.9%) utilized alcohol use treatment, and of those with
concurrent tobacco use (n=276), 21 (7.6%) utilized tobacco
use treatment. Among women with current SU and depres-
sive symptoms (n=161), 63 (39.1%) saw a mental health
provider. Among women with current opioid use, 66.7% uti-
lized methadone for treatment in the past year and 5.7% uti-
lized buprenorphine/naloxone. For those with concurrent
tobacco use, 4.4% utilized nicotine replacement therapy and
<1.0% utilized other medications for smoking cessation.

Among women with HIV and current SU (n=224), most
saw their HIV provider (83.5%) or any health care provider
(85.3%) since their last study visit, and 33.5% saw a psy-
chiatrist or counselor. We observed higher HIV care engage-
ment among those who saw a psychiatrist or counselor vs.
those who did not (95.9% vs. 77.2%, P <.001), but this was
not statistically significantly different between those who
utilized SU treatment or not (89.4% vs. 79.7%, P=.06).
Lower proportions of women at risk for HIV had seen any
healthcare provider compared with women living HIV
(73.7% vs. 85.3%, P=.007).

Utilization of Harm Reduction Services

Among women with current SU, 12% (n=42) reported his-
tory of injecting drugs in the past year, however only 17
responded to questions about harm reduction services.
Among those who injected drugs at their last visit and
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Table |. Demographic, Socio-Behavioral, and Clinical Characteristics Among Women'’s Interagency HIV Study (WIHS) Participants
Who Reported Current Substance Use, Enrolled in All Study Sites From 2013 to 2020, by HIV Serostatus (n=2358).

Women without Women living with
Total HIV HIV
N=358 N=134 N=224
Participant characteristics N (%) N (%)° N (%)° P value®
Age, years
Median (QI, Q3) 54 (48, 59) 54.5 (47, 59) 54 (49, 59) .76
Race .14
Non-Hispanic Black 244 (68.2) 85 (63.4) 159 (71.0)
Else 114 (31.8) 49 (36.6) 65 (29.0)
WIHS region .06
New York 79 (22.1) 38 (28.4) 41 (18.3)
Washington DC 25 (7.0) 12 (9.0) 13(5.8)
California 82 (22.9) 32 (23.9) 50 (22.3)
lllinois 51 (14.3) 17 (12.7) 34 (15.2)
South 121 (33.8) 35 (26.1) 86 (38.4)
Marital status .20
Married/partner 93 (26.4) 30 (22.6) 63 (28.8)
Unmarried/no partner 259 (73.6) 103 (77.4) 156 (71.2)
Highest level of education 71
=High school graduation 250 (69.8) 92 (68.7) 158 (70.5)
>High school graduation 108 (30.2) 42 (31.3) 66 (29.5)
Employed (full-time or part-time) .68
No 300 (84.0) 114 (85.1) 186 (83.4)
Yes 57 (16.0) 20 (14.9) 37 (16.6)
Annual household income 40
=$242000 302 (88.1) 112 (86.2) 190 (89.2)
>$24000 41 (12.0) 18 (13.9) 23 (10.8)
Health insurance® <.001
No 28 (8.0) 23 (17.3) 5(2.3)
Yes 323 (92.0) 110 (82.7) 213 (97.7)
Ever jailed/incarcerated 41
No 85 (23.7) 35 (26.1) 50 (22.3)
Yes 273 (76.3) 99 (74.9) 174 (77.7)
Ever reported physical abuse 83
No 171 (47.8) 63 (47.0) 108 (48.2)
Yes 187 (52.2) 71 (53.0) 116 (51.8)
Ever reported sexual abuse .56
No 226 (63.1) 82 (61.2) 144 (64.3)
Yes 132 (36.9) 52 (38.8) 80 (35.7)
Ever had sex for drugs, money, shelter (baseline visits) 40
No 129 (36.0) 52 (38.8) 77 (34.4)
Yes 229 (64.0) 82 (61.2) 147 (65.6)
Depressive symptoms® 13
No 188 (53.9) 78 (59.1) 110 (50.7)
Yes 161 (46.1) 54 (40.9) 107 (49.3)
History of hepatitis C virus exposuref 27
No 222 (62.0) 88 (65.7) 134 (59.8)
Yes 136 (38.0) 46 (34.3) 90 (40.2)
History of sexually transmitted infection® >.99¢
No 347 (98.6) 131 (98.5) 216 (98.6)
Yes 5(1.4) 2 (1.5) 3(1.4)
Substance use history and behaviors
Alcohol use .04
Abstain 152 (43.2) 46 (34.6) 106 (48.4)
0-7 drinks/week 105 (29.8) 45 (33.8) 60 (27.4)
>7 drinks/week 95 (27.0) 42 (31.6) 53 (24.2)

(continued)
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Table I. (continued)

Women without

Women living with

Total HIvV HIvV
N=358 N=134 N=224
Participant characteristics N (%) N (%)° N (%)° P value®

Tobacco use (cigarette smoking) .59
Never 28 (7.8) 8 (6.0) 20 (8.9)
Former 54 (15.1) 20 (14.9) 34 (15.2)
Current 276 (77.1) 106 (79.1) 170 (75.9)

Marijuana use in last year .87
No 169 (47.2) 64 (47.8) 105 (46.9)
Yes 189 (52.8) 70 (52.2) 119 (53.1)

Crack/cocaine use in past year .18
No 100 (27.9) 43 (32.1) 57 (24.5)
Yes 258 (72.1) 91 (67.9) 167 (74.6)

Opioid use in past year 1
No 217 (60.6) 74 (55.2) 143 (63.8)
Yes 141 (39.4) 60 (44.8) 8l (36.2)

Methamphetamine use in past year .99
No 334 (933) 125 (93.3) 209 (93.3)
Yes 24 (6.7) 9 (6.7) 15 (6.7)

Other amphetamine use in past year .01¢
No 351 (98.0) 128 (95.5) 223 (99.6)
Yes 7 (2.0) 6 (4.5) 1 (0.4)

Tranquilizer use (including benzodiazepines) in past year .66
No 334 (93.3) 124 (92.5) 210 (93.8)
Yes 24 (6.7) 10 (7.5) 14 (6.3)

Polysubstance use (=2 illicit substances) in past year" .34
No 282 (78.8) 102 (76.1) 180 (80.4)
Yes 76 (21.2) 32 (23.9) 44 (19.6)

Injection of drugs in last year .56
No 316 (88.3) 120 (89.6) 196 (87.5)
Yes 42 (11.7) 14 (10.5) 28 (12.5)

History of sharing needles in past year (if yes to injection of drugs) 33
No 11 (64.7) 4 (50.0) 7 (77.8)
Yes 6 (35.3) 4 (50.0) 2 (22.2)

History of accidental overdose in past year >.994
No 263 (98.9) 104 (99.1) 159 (98.8)
Yes 3(L.1) 1 (1.0) 2(1.2)

HIV-related characteristics

HIV RNA <200c¢/mL n/a
No 56 (27.2) n/a 56 (27.2)
Yes 150 (72.8) 150 (72.8)

CD4 >200 cells/pL’ n/a
No 21 (9.9) n/a 21 (9.9)
Yes 191 (90.1) 191 (90.1)

ART use' n/a
No 24 (10.7) n/a 24 (10.7)
Yes 200 (89.3) 200 (89.3)

Values in bold indicate statistical significance, defined as p<<0.05.
?Insurance = health insurance, ADAP, and/or Ryan White Program.

®Percentages are column percentages unless otherwise noted and may not total 100 due to rounding.

Chi-square test performed for categorical variables, Wilcoxon rank sum for non-normally distributed continuous variables unless otherwise noted.

dFisher exact test.

As defined as Center for Epidemiologic Studies-Depression (CESD) score = 16.

fHistory of either hepatitis C antibody and/or RNA positive.

8Gonorrhea, chlamydia, or syphilis by self-report or medical examination.
"Among crack/cocaine, opioids, methamphetamines, other amphetamines, tranquilizers.

‘Among women with HIV only.
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Figure |. Co-utilization of health services among women with current substance use (n=358), by utilization of substance use
treatment. Utilization of health services was compared by SU treatment versus no SU treatment using Wald’s chi-square test.

SU treatment refers to drug use treatment, including inpatient and outpatient detoxification, halfway house, prison- or jail-based
treatments, Narcotics Anonymous, or medications for opioid use disorder. HIV care was assessed among women living with HIV.
Mental health care was assessed among women reporting depressive symptoms and current substance use. Alcohol use treatment was
assessed among women with heavy alcohol use and current substance use. Tobacco use treatment was assessed among women with

current tobacco smoking and current substance use.

responded to these questions (n=17), 6 (35.3%) reported
sharing injecting equipment at least some of the time, either
before or after someone else; 12 (70.6%) reported obtaining
needles from a needle exchange program at least half of the
time. History of accidental overdose was only assessed at
one study visit (v50); among the 266 women with current
SU who were asked, 3 (1.1%) reported accidental overdose
in the last six months, of whom 2 had been given naloxone.
The questionnaires did not assess other harm reduction
services.

Utilization of Health Services, by SU Treatment
Utilization

When comparing by SU treatment utilization (Figure 1),
among women with concurrent SU and heavy alcohol use in
the past year (n=95) utilization of alcohol use treatment
was 59.1% among women who utilized SU treatment

versus 5.5% among those who did not (P <.001). Among
women with concurrent SU and tobacco use (n=276), utili-
zation of tobacco use treatment was low, with 11.6% among
women utilizing SU treatment and 4.5% among women
who did not (P=.03).

Discussion

We previously found high engagement in SU treatment ser-
vices in the past year among women enrolled in the WIHS,??
which exceeded national averages of 10 to 30% of lifetime
SU treatment among US adults with current SU.>?” Despite
high rates of concomitant tobacco use and heavy alcohol
use, we found comparatively low tobacco and alcohol use
treatment utilization. Compared to SU treatment among
those using opioids, treatment utilization was lower among
those using crack/cocaine, the predominant substance used.
This may be due in part to the lack of evidence-based



Fujita et al

medications for stimulant use disorders,”® compared with
medications for opioid use disorders.® However, our find-
ings may underestimate stimulant use treatment, as the
questionnaires did not assess for psychosocial interventions
(eg counseling, contingency management) or pharmaco-
logical options (eg topiramate, bupropion + naltrexone) to
treat stimulant use disorders. Additional research is urgently
needed to expand evidence-based treatment options for
stimulant use disorders.

In the WIHS cohort, most women living with HIV had
seen their HIV provider in the past 6 months, regardless of
SU treatment utilization; this frequent touchpoint with
healthcare suggests opportunities for linkage to or integra-
tion with other healthcare services for women with HI'V and
SU. Integrating SU care into HIV prevention and treatment
settings may increase access to SU treatment services, and
prior studies have shown that integrated SU/HIV treatment
services improve health outcomes.?’** For women at risk
for HIV, despite having similar social vulnerabilities as
women living with HIV, we found that fewer had seen any
healthcare provider compared with women with HIV. These
findings support the need for a status neutral approach to
the HIV care continuum, offering comprehensive HIV pre-
vention or treatment (pre-exposure prophylaxis (PrEP) or
antiretroviral therapy), quality health care, and wraparound
services, regardless of their HIV test result.* In an article
by Myers et al,* several actionable items are emphasized to
move toward a status neutral approach to HIV care, includ-
ing (1) increased identification of individuals at risk for
HIV and eligible for PrEP, (2) increasing PrEP awareness,
(3) consistent sexual history and substance use history tak-
ing by clinicians regardless of perceived risk, (4) promoting
sex-positive HIV prevention messaging, (5) expanding the
Ryan White care model to offer services to persons without
HIV including PrEP, mental health, and substance use ser-
vices, and (6) expanding public funding for culturally com-
petent sexual health clinics that offer comprehensive HIV
prevention and treatment services. Individuals living with
HIV and at risk for HIV are not distinct populations, and
comprehensive services, such as substance use care, should
be accessible regardless of their HIV test result.

Mental health care engagement of nearly 40% in this
cohort of women using substances was higher than esti-
mates of 20 to 25% in prior studies of mental health care
among people living with HIV.3*3¢ Considering that psy-
chosocial interventions through counseling is an important
part of SU care, it is possible that some of the mental health
services also offered SU care, even if individuals did not
specifically report SU treatment. Unfortunately, the ques-
tionnaires only assessed outpatient detoxification, but not
outpatient counseling, as part of SU treatment.

Harm reduction services are a critical part of HIV and
substance use care to mitigate drug-related harms, but
women are often neglected as target populations of harm

reduction interventions and studies.® We observed high
rates of utilization of syringe service programs among
women who inject drugs, however, our ability to assess true
utilization of harm reduction services was limited by low
number of responses to these questions. Our low responses
may be due to lack of awareness of or access to harm reduc-
tion services, misunderstanding of the questions, or stigma
and fear of punitive measures related to use of such ser-
vices. We found high prevalence of HCV exposure among
women with current substance use, especially injection
drug use, emphasizing the important role of syringe
exchange programs in preventing HIV and HCV transmis-
sion. Despite this, syringe exchange programs remain ille-
gal in 11 U.S. states as of 2021.%7 Future substance use
research should include the assessment of harm reduction
interventions and their outcomes, beyond just abstinence as
the primary outcome of substance use care. In the clinical
setting, many low-barrier care models for people who use
substances emphasize shared-decision making when estab-
lishing goals of treatment, rather than focusing only on
treatment guidelines®®; for example, goals to reduce sub-
stance use, opt for safer routes of use, or practice safer
injection practices to reduce infection risk—are all accept-
able goals. Including such outcomes in research is needed
to assess harm reduction interventions, reduce stigma, and
advocate for policy changes that support harm reduction.

We found high rates of polysubstance use with tobacco
and alcohol among women with current SU. In our study,
women with concurrent SU and heavy alcohol use who did
not utilize SU treatment also did not receive alcohol use
treatment, and a similar association was seen with tobacco
use. Thus, women with polysubstance use with alcohol or
tobacco may be a group to prioritize for integrated alcohol,
tobacco, and drug treatment programs. Conversely, one
study on dual alcohol and tobacco dependence found that
participants were more motivated, confident, and active in
changing their alcohol use relative to smoking, and initiat-
ing cessation of both behaviors simultaneously proved chal-
lenging for participants.®® This could be due to use of
another substance perceived as lower risk, while attempting
to abstain from another substance. One of the challenges in
our current system is the lack of treatments for polysub-
stance use, and treatments tend to be siloed by type of sub-
stance use. Further implementation studies are needed to
evaluate the feasibility, acceptability, and effectiveness of
integrating tobacco, alcohol, and drug use treatment ser-
vices into each other and into HIV care settings through
novel care delivery models.

Women with HIV have unique preferences and health
needs when considering treatment or harm reduction strate-
gies for their SU. Siloing HIV, mental health, and SU care
creates additional barriers to care and perpetuates stigma, and
therefore interventions to integrate treatment services specifi-
cally for women may facilitate engagement in SU care.
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Implementation research including qualitative data to inform
patient-centered approaches are needed when considering the
design of such interventions for women with HIV.

Limitations

Limitations of this study include the possibility of response
bias and misclassification of SU and treatment utilization in
the self-reported questionnaires. Additionally, we could only
determine SU but not substance use disorders, as defined by
DSM-V criteria. Our study did not assess utilization of preex-
posure prophylaxis among women without HIV, and ques-
tions about harm reduction services were limited, both of
which are important components of SU care. Finally, the
median age of WIHS participants was >50years, thus our
findings may not be generalizable to younger women with
HIV, or to other populations of women without HIV. Analysis
from a younger cohort of women is in progress to provide
contemporary data on SU treatment among reproductive age
women, including pregnant and postpartum women.*

Conclusion

Among this sample of women with HIV and current SU, we
found (1) high engagement in SU treatment and HIV care,
but (2) low engagement in alcohol and tobacco use treat-
ments despite high rates of polysubstance use. Syringe ser-
vice utilization was high among the limited number of
women who inject drugs who were assessed, but harm
reduction service utilization was not consistently evaluated
at all study visits. Integrated drug, alcohol, and tobacco
treatment programs are critical pieces of optimizing the
HIV care continuum and clinical outcomes and should be
incorporated as standard of care among women experienc-
ing this syndemic.
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